A 49-year-old man was referred to our hospital for atypical chest pain, without severe abdominal or back pain. He had a history of smoking and dyslipidaemia. His ECG showed no ST-T elevation. Coronary CT angiography (CTA) suggested moderate left anterior descending artery stenosis. CTA screening for aortic atherosclerosis showed significant calcification ( figure 1A ) and a crescent-shaped, mural low-density area in the infrarenal abdominal aorta (figure 1B,C). This was thought to be an intramural haematoma or a thrombosed false lumen. Calcified spots were deposited at the boundaries between the lumen and the low-density area (figure 1B,C). An intramural haematoma or a thrombosed type B dissection can be asymptomatic. Invasive coronary angiography showed no significant stenosis.
DesCripTion
A 49-year-old man was referred to our hospital for atypical chest pain, without severe abdominal or back pain. He had a history of smoking and dyslipidaemia. His ECG showed no ST-T elevation. Coronary CT angiography (CTA) suggested moderate left anterior descending artery stenosis. CTA screening for aortic atherosclerosis showed significant calcification ( figure 1A ) and a crescent-shaped, mural low-density area in the infrarenal abdominal aorta (figure 1B,C). This was thought to be an intramural haematoma or a thrombosed false lumen. Calcified spots were deposited at the boundaries between the lumen and the low-density area (figure 1B,C). An intramural haematoma or a thrombosed type B dissection can be asymptomatic. Invasive coronary angiography showed no significant stenosis.
Non-obstructive angioscopy (NOA) with a left brachial approach was performed to evaluate the aortic atherosclerosis.
1 Aortic plaques were observed from the right common iliac artery to the aortic arch. NOA initially detected the clear boundary of the dissection. The intima of one side was reddish compared with that of the normal side. Bleeding was then detected from an approximately 1 mm entry tear close to the boundary (figure 2A, video 1), and a mobile white thrombus or flap was detected (figure 2B, video2). The salmon pink-coloured intima with its rough surface was consistently observed (figure 2C). With detection of the entry tear, asymptomatic thrombosed type B dissection was diagnosed.
Blood eosinophil levels on the following day and 30 days later were 0/μL and 63/μL, respectively, with a baseline level of 83/μL. Serum creatinine levels on the following day and 30 days later were 0.82 mg/dL and 0.79 mg/dL, respectively, with a baseline level of 0.86 mg/dL. C reactive protein levels on the following day and 30 days images in… later were 0.79 mg/dL and 0.43 mg/dL, respectively, with a baseline level of 0.59 mg/dL. These results suggested that no embolic complication occurred after NOA. No embolic complications were observed in 324 consecutive patients within 24 hours after aortic NOA. 2 The patient's course has been uneventful with conservative management for 2 years. CTA is performed every 6 months, as aortic size was normal. However, there is a limitation to the size-based determination of indications for treatment to prevent unexpected rupture of an aortic aneurysm with dissection, 1 because asymptomatic aortic plaque ruptures may be associated with aortic fragility. 3 CTA may overlook such injuries because of limited spatial resolution. 3 CT and NOA are capable of spatial resolution at 500 µm and 150 µm, respectively. A disadvantage of CTA may be that images are static and tissue characterisation is only based on CT values, and thus may be unable to differentiate non-calcified plaques. The advantage of NOA in the diagnosis of aortic dissection is its ability to detect the entry tear and intimal injury with direct observation and to record these with both images and videos.
NOA may be useful in diagnosing aortic dissection and disrupted intima, including the boundaries of the dissection and entry tear, mobile thrombus and flaps.
